also the malignancy of the tumour versus the host resistance which determines node invasion. Node invasion may not matter per se, but may be an indicator of the way the balance is tilting in favour of the tumour. If not only the axillary but also the internal mammary-nodes are invaded, we are dealing with a situation which is well-nigh hopeless.
Mr Burn deals with the clinical staging of breast cancer, and he advocates the TNM system. I have always wished that Haagensen's Columbia clinical staging system had been internationally adopted instead of the TNM system. The Columbia system is sufficiently simple to be easily remembered, and it is my experience that it is not only a more accurate guide to prognosis but also more accurately applied by the junior staff of the sutgical team.
In considering treatment, I have always considered that the quality of a patient's postoperative life was as important as its quantity. Quantity is easy to measure, quality almost impossible to assess with any accuracy. It may be that we do not make much difference to quantity by the form of treatment we adopt, but it seems certain that local recurrence, a factor which very obviously diminishes quality, is more frequent after local than after more radical surgery. In paticular, recurrence in the axilla is hardly ever seen if the axillary lymph nodes are surgically removed. It has been argued that removal of the axillary nodes diminishes the local immune response, but it seems very doubtful that only local nodes are involved in this response. If carcinoma cells circulate in the blood at an early stage, the response-must be a matter for the whole reticuloendothelial system, and there is evidence to support this view. My own preference as my standard method of treatment for the 'operable' case, is for the conservative radical mastectomy of Patey, in which the pectoralis major muscle is preserved but the pectoralis minor removed en bloc with the breast and axillary tissues. This operation carries the advantages of the classical radical operation but with less mutilation, and thus contributes to the quality of life.
The editorial says that it is generally agreed that radiotherapy is unnecessary after radical mastectomy. I cannot entirely agree. Heavy invasion of the axilla, or any axillary invasion where the primary tumour is in the inner hemisphere of the breast, seem to me to warrant postoperative radiotherapy, in the latter case because it is likely that the internal mammary nodes are involved.
Clinical trials are in progress in many parts of the world and it is to be hoped that they will ultimately solve many of the problems which beset us. But is must be remembered that they are not much use if the follow-up period is of less than ten years. I have also felt doubtful about trials conducted in many centres. I believe that a trial must be conducted in one place, with one man in charge, so that the variables of clinical acumen, operative skill and enthusiasm for the project can to some extent be controlled.
May I conclude with a word about mammography? Too many mammograms are done. They should be used only where there is doubt after the clinical examination as to whether a lump is present or not; and in those at special risk of developing a cancer. One hears, particularly in the United States, of women with clinically normal breasts, no relevant family history and no history of previous benign disease, having routine mammograms every six months. Such exposure to ionizing radiation seems to me to be unjustified. Yours (April, p 233) . In shortening my original paper perhaps I should not have deleted the statistics of my patients which led me to the conclusions expressed; thus laying myself open to a charge of being anecdotal. The percentages are derived from analysis of 238 infants treated personally from the beginning of 1961 to the end of 1965, and followedup for 10 to 15 years. Those with adverse criteria numbered 104 (44%). At that time active treatment was the rule for all, so 95 % were operated upon at once. Since 1971, like Dr Lorber, I have been much more selective. Active treatment is now aimed at preservation of function. The percentage chosen for early operation has, therefore, fallen to 40%. I have respected Dr Lorber's work for many years and agree with most of the points he makes. However, I do feel that he may be making this field appear simpler than it is. He chooses to interpret his own figures in a particular way but they are in fact open to different interpretations, as are mine.
One statement fills me with alarm. He writes: 'The parents, once they know the full facts, are unanimously against active treatment'. Every clinician knows how easy it is to bring parents round to one's way of thinking, whether right or wrong.
It is now widely agreed that the majority benefit from some degree of selection. The very good and the very bad are taken care of, but I contend that there is still a grey area containing a small minority (2 in 71 of Dr Lorber's cases, 120% in my series) who survive inconveniently and it is to these that we should now be turning our attention. I cannot agree that after 4 or 5 months of neglect we can commence treatment 'without having decreased the baby's chances to make the most of what nature allowed it to have'. Certainly, a damaged relationship between the baby and its parents would seem inevitable. My aim, if an infant demonstrates its ability to survive, is to do everything possible to improve the quality of survival without adding any measures to save life, and this may be started a week or two after birth.
The thesis that a mentally normal child will suffer more emotional hardship than one who is too retarded to resent his physical handicap may be true for the patient himself, but in my experience many parents will tolerate physical disability in their child but will not wish him to survive if he is likely to be also mentally subnormal. A cynical reader might interpret Dr Lorber's last sentence as a recommendation to withhold treatment of hydrocephalus until brain damage reduces the patient to a suitable frame of mind to accept his lot more cheerfully. Yours Sir, I should like most heartily to endorse the comments of Mr Peter Schurr (July Proceedings, p 508) on the merits of straightforward visual field examination, conducted either by means of an appropriately sized hatpin or even a small filamented unshaded torch bulb. It is distressing to find how many candidates in ophthalmological examination, at whatever level, either omit any form of field examination, or else appear to be content with a vulture-like flapping of hands and arms in indeterminate directions.
However, may one also utter a word of caution on the term 'confrontation', for it is again distress-ing to discover how many of the same candidates are unaware of the true extent of the normal visual field, which of course does not permit of comparative confrontation in the temporal field when subject and examiner are looking straight ahead.
In conclusion, may I stress that this is not merely an examination appropriate to ophthalmologists, neurologists and neurosurgeons, but one which should be fundamental as the taking of a pulse to a general medical examination. If this indeed were the case, there might be rather fewer calls for domiciliary visits to bedridden patients with visual difficulties, who are in fact suffering from undiagnosed hemianopia. Dear Sir, Professor Calnan is customarily so erudite that it comes as a surprise to discover a grave misconception in his editorial (July Proceedings, p 454).-The bass note of a Bach fugue has as much to say as any other voice; it may be joyful, bumptious, thoughtful or poignant, but, please, nearly never mournfully insistent! Yours sincerely P GOODALL
